The Baby-Friendly Hospital Initiative (BFHI) has shown to strengthen health providers' skills in the provision of breastfeeding counselling and support, which have led to improvements in breastfeeding outcomes. In Malawi, where BFHI was introduced in 1993 but later languished due to losses in funding, the Maternal and Child Survival Program supported the Malawi Ministry of Health (MOH) in the revitalization and scale-up of BFHI in 54 health facilities across all 28 districts of the country. This paper describes the revitalization and scale-up process within the context of an integrated health project; successes, challenges, and lessons learned with BFHI implementation; and the future of BFHI in Malawi. More than 80,000 mothers received counselling on exclusive breastfeeding following childbirth prior to discharge from the health facility. Early initiation of breastfeeding was tracked quarterly from baseline through endline via routine MOH health facility data. Increases in early initiation of breastfeeding were seen in two of the three regions of Malawi: by 2% in the Central region and 6% in the Southern region. Greater integration of BFHI into Malawi's health system is recommended, including improved preservice and in-service trainings for health providers to include expanded BFHI content, increased country financial investments in BFHI, and integration of BFHI into national clinical guidelines, protocols, and nutrition and health policies. & Victora, 2015) , and type 2 diabetes (Horta et al., 2015) and is associated with higher intelligence quotient in children and adolescents (Horta et al., 2015; Kramer et al., 2008) . The economic losses from not breastfeeding and its effect on cognitive deficits can lead to significant economic burden due to lost productivity (Rollins et al., 2016) and lower wages associated with lower intelligence quotient.
Launched globally by UNICEF and the World Health Organization (WHO) in 1991 and since implemented in over 160 countries (Labbok, 2012) , the Baby-Friendly Hospital Initiative (BFHI) aims to promote, protect, and support breastfeeding (WHO, 1998) in maternity and newborn facilities (WHO & UNICEF, 2018) . With varying degrees of sustainability and continuation of their BFHI programmes, more than 20,000 facilities have received Baby-Friendly designation since 1991 through adherence to the Ten Steps to Successful Breastfeeding (the Ten Steps; WHO & UNICEF, 2009b; Labbok, 2012) , which are presented in Table 1. BFHI can aid countries in reaching the fifth goal of the World Health Assembly's Global Nutrition Targets 2025, which aims to improve exclusive breastfeeding (EBF) rates to at least 50% globally (WHO & UNICEF, 2014) . Evidence reveals that BFHI positively impacts breastfeeding outcomes, including early initiation of breastfeeding and EBF rates (UNICEF & WHO, 2017) . A systematic review of 58 studies in low-, middle-, and high-income countries demonstrated that BFHI led to increases in EBF, early initiation of breastfeeding, breastfeeding duration, and any breastfeeding (Pérez-Escamilla, Martinez, & SeguraPérez, 2016) , with a dose-response relationship seen between the number of theTen Steps a woman is exposed to and breastfeeding outcomes. Similarly, a 2015 systematic review and meta-analysis by Sinha et al. of 195 studies from low-, middle-, and high-income countries evaluating the effects of the Ten Steps on breastfeeding outcomes found that early initiation of breastfeeding <1 hr increased by 25% with adherence to the initiative .
In Kuwait, BFHI implementation resulted in a twofold improvement in early initiation of breastfeeding following Baby-Friendly designation (UNICEF & WHO, 2017) . A study in Croatia using data following a national revitalization of BFHI in public hospitals demonstrated significant improvements in EBF rates following Baby-Friendly designation in Croatia. Rates increased by 412%, 6 months following certification, from 8.9% to 45.6% (Zakarija-Grković, Boban, Janković, Ćuže, & Burmaz, 2017) . A cluster-randomized trial in Belarus evaluating the effects of BFHI on breastfeeding outcomes in select hospitals showed that babies exposed to BFHI were significantly more likely to be exclusively breastfed at 3 months than those not exposed, 43% versus 6% (Kramer et al., 2008) .
BFHI can contribute to improved health providers' capacity, skills, and attitudes around infant feeding, as well as provide protection and support for breastfeeding, leading to decreases in the use of breast milk substitutes (BMS; UNICEF & WHO, 2017; WHO, 2017) . However, facilities and countries face the challenge of being able to maintain Baby-Friendly designation, especially those with limited financial resources or monitoring systems in place (UNICEF & WHO, 2017) .
This is evidenced in that 28% of health facilities have been designated
Baby-Friendly at some point, yet only 10% of births globally occur in a Baby-Friendly facility (Labbok, 2012; WHO, 2017) . To address global and country-level challenges around sustaining BFHI, UNICEF, and the WHO released updated BFHI implementation guidance in 2018 with recommendations on improving sustainability through key actions, including incorporating its activities into already existing national health platforms (WHO & UNICEF, 2018) . This updated BFHI guidance includes changes to critical management procedures and key clinical practices in the Ten Steps (Aryeetey & Dykes, 2018) In addition, confusion among health providers around infant feeding
Key messages
• BFHI is critical for equipping health providers with skills on breastfeeding counselling and to improve rates of early initiation of breastfeeding.
• BFHI messages and activities can be integrated through other health areas, including newborn, routine immunization, and post-partum family planning.
• Engagement of local leadership at the community, district, and national levels was critical to the revitalization and scale-up of BFHI in Malawi.
• Full integration of BFHI into the health system requires preservice training, improved data monitoring and quality, financial investments, and expansion of breastfeeding support at the community level. 2 Train all health care staff in skills necessary to implement this policy.
3 Inform all pregnant women about the benefits and management of breastfeeding.
4 Help mothers initiate breastfeeding within a half-hour of birth.
5 Show mothers how to breastfeed, and how to maintain lactation even if they should be separated from their infants.
6 Give newborn infants no food or drink other than breast milk unless medically indicated.
7 Practise rooming in-allow mothers and infants to remain together -24 hours a day.
8 Encourage breastfeeding on demand.
9 Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding infants.
10 Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the hospital or clinic. Fifteen of the hospitals were selected to build on other programme had not received an in-service training update in many years.
Through observations and discussions, it was found that lack of training on breastfeeding prevented health providers from being adequately equipped to provide mothers support and counselling on early initiation of breastfeeding < 1 hr after birth and EBF for the first 6 months of life.
Common barriers to recommended breastfeeding practices noted from during the rapid assessment included
• poor positioning and attachment,
• difficulties with initiation of breastfeeding within 1 hr of birth,
• water and other fluids are often given in the first months of life, due to the belief that "the baby is thirsty" and/or "the mother's breast milk is insufficient,"
• phala ufawoyera (watery refined porridge) is often given when the infant is 3-4 months of age, due to cultural tradition, and
• belief that when a baby cries it is from hunger, often because of thinking the mother's breast milk is insufficient.
These identified breastfeeding challenges were addressed intensively during both BFHI provider trainings and counselling sessions with mothers and caretakers. Mentoring and supportive supervision were tailored to the needs of each facility and focused on the steps requiring additional attention. policymakers, managers, and nutrition partners from the national and district levels were brought together to discuss BFHI progress from the past and review midcourse gains and lessons during MCSP, including BFHI monitoring data, gaps in institutionalizing BFHI in Malawi, and successes and challenge with BFHI in Malawi. Key action points for institutionalizing BFHI in Malawi were developed, with stakeholders pledging to move forward in three areas to allow for the success of the initiative:
3 A CCG is composed of community-based volunteers, typically 10-15, who receive supervision and are responsible for educating their neighbours on a particular behaviour. Each volunteer within the CCG is responsible for regularly visiting 10-15 neighbouring households, which can create a multiplying effect for reaching beneficiaries within the community.
Strengthening the integration of BFHI indicators, including EBF to 6 months of age, into the Health Management Information System to better monitor and evaluate the effectiveness of BFHI in
Malawi in improving breastfeeding practices.
2. Integrating BFHI in routine systems, the continuum of care, and quality improvement mechanisms and strengthen advocacy with parliament and at all levels.
3. Incorporating financing for BFHI into district and health facility annual budgets and work plans.
| Successes and challenges with implementing the Ten Steps
Challenges with implementation of the Ten Steps and how they were overcome as well as successes are demonstrated in Table 3 . These were ascertained through ongoing discussions throughout the programme with key health facility and programme staff during mentoring and supportive supervision visits.
| Monitoring of BFHI indicators
While this programme was not able to carry out an impact evaluation to determine the effects the programme had on breastfeeding outcomes, due to the limited time frame of the programme, routine DHIS 2 data were tracked through the Malawi health system. to 87.3% and from 83.8% to 89.1%, respectively, from April 2016 to December 2017. In the Northern region, this rate dropped 96.8% to 89.9%. Given these data are routine MOH data that do not control for other contributing factors, we are unable to provide attribution directly to the programme on these rates. We do note that intensive efforts on BFHI did take place in these areas, which may have contributed to these increased rates.
| DISCUSSION
Using a programmatic lens, we describe the process and results of the scale-up of BFHI within the context of a global integrated health project. Though routine data did show improvements in early initiation of breastfeeding in two regions of Malawi-a 2.1% increase in the Central region and 6.3% increase in the Southern region-we did not control for other factors and are unable to state whether these improvements were due to our programme. These increases were shown across 18 hospitals trained on BFHI from August 2016 to December 2017. . This is reinforced by data from other countries. A cluster randomized-controlled study 
TABLE 3 Ten Steps to Successful Breastfeeding-Successes and challenges
Step Successes Challenges
How these challenges were overcome 1. Have a written breastfeeding policy that is routinely communicated to all health care staff.
• Eighteen facilities trained developed and posted an infant feeding policy in their maternity wards.
• Many hospitals have not translated the policy into languages commonly spoken within the catchment area-such as Yao, Tumbuka, and Lambya.
• MCSP reinforced with hospitals the need to translate the BFHI policy to local languages, when applicable.
2. Train all health care staff in skills necessary to implement this policy.
• Due to understaffing, MCSP encouraged task shifting of breastfeeding counselling and promotion to support staff. Over 600 support staff from 18 facilities were trained on BFHI.
• Over 1300 clinical staff from 54 facilities across all districts of Malawi were trained on BFHI.
• Between 30 and 60 clinical hospital staff members were trained at each facility. Depending on the size of the hospital, this equated to 20-80% of clinical staff, meaning that larger facilities had a smaller proportion of its staff trained. Because of this, many of the larger hospitals did not get the required 80% of health care staff trained to meet the criteria for Step 2.
• Due to waning resources towards the close-out of MCSP in Malawi, nonclinical support staff were not trained in the 36 hospitals trained during the scale-up.
• Hospital staff frequently transfer to different facilities. When this happens, a staff member gets replaced, often with someone who has not been trained on BFHI. This makes it difficult to maintain the 80% threshold for
Step 2 in Malawi.
• During training of hospital staff, MCSP encouraged staff to mentor their colleagues, in order to build capacity.
• Going forward, the MOH and partners should continue to provide trainings and ongoing mentorship to ensure that at least 80% of facility staff are trained.
3. Inform all pregnant women about the benefits and management of breastfeeding.
• To assist providers with counselling mothers and caregivers on breastfeeding, Malawi's BCC materials on breastfeeding were updated.
• Over 80,000 women received counselling on EBF in MCSPsupported facilities after childbirth prior to discharge from the facility.
• In Malawi, starting ANC late is common, which decreases the woman's ability to gain adequate exposure to BFHI messages, many of which may be new to them.
• Due to Malawi's health facilities being under-resourced and overburdened with high patient load, ensuring each mother receives BFHI messages is a challenge.
• The MOH should prioritize getting women to ANC earlier in their pregnancy for a variety of benefits, including exposure to BFHI.
• To deal with staffing challenges, MCSP/MOH used task shifting, in order to improve coverage of BFHI.
4. Help mothers initiate breastfeeding within 0.5 hr of birth.
• Early initiation of breastfeeding < 1 hr after birth increased in the Southern and Central regions, by 6% and 2%, respectively.
• Because of high baby delivery volumes and lack of adequate staffing, it is often difficult for staff members to counsel women on skin-to-skin care and early initiation of breastfeeding-when they are expected to tend to other deliveries.
• Due to additional complications typically associated with caesarean births, counselling on skin-to-skin care was noted during observations to typically not be performed.
• Task shifting was utilized to aid in overcoming this challenge.
• Additionally, the importance of providing skin-to-skin care immediately after birth and early initiation of breastfeeding was reinforced through coaching and mentoring.
• Additional education and reinforcement is needed on ensuring mothers with complicated births, including caesarean sections, receive adequate counselling and care around breastfeeding.
5. Show mothers how to breastfeed, and how to maintain lactation even if they should be separated from their infants.
• Support staff in 18 facilities trained as breastfeeding champions to counsel mothers on early and exclusive breastfeeding and managing common difficulties with breastfeeding.
• Once a mother is moved from the labour ward to the postnatal ward, adequate follow-up-including around breastfeeding-is typically not performed, due to staffing constraints.
• During mentoring and coaching sessions, MCSP reinforced the importance of adequate followup in the postnatal wards to support mothers with breastfeeding.. Continuous supportive supervision is needed.
6. Give newborn infants no food or drink other than breast milk unless medically indicated.
• Hospital support staff trained to discuss the importance of EBF when caregivers presented to the
• Water and other fluids are often given within the first months of life, especially during warm
• These barriers were addressed during counselling sessions with the mothers and caregivers.
Additionally, with capacity building of and support from community leaders, including village heads, BFHI improved linkages of care from the hospital to community level. This helped strengthen
Step 10, which is key to the success of BFHI (Kavle et al., 2018) . Evidence has shown that, without proper support at the community level, improvements in breastfeeding are limited. Another major success Step Successes Challenges
How these challenges were overcome maternity ward with breast milk substitutes.
months, due to beliefs that the baby is thirsty and/or insufficient.
• With frequent family visitors, it can be difficult to control whether the baby receives food or liquid other than breast milk.
• Support staff were tasked with ensuring that anyone entering the maternity ward does not have any breast milk substitutes.
7. Practise rooming in-allow mothers and infants to remain together-24 hr a day.
• Mothers rooming with their infants 24 hr a day is common practice in Malawi, and observational visits determined that facilities typically adhered to this step well.
• Although it is common practice in Malawi for mothers and infants to remain together during the first 24 hr of life, this shared time is sometimes interrupted when family is visiting given they often request to hold the baby.
• The importance of allowing infants to remain with mothers was discussed during counselling sessions with mothers and caregivers.
8. Encourage breastfeeding on demand.
• In addition to training of support and clinical staff, BCC materials around breastfeeding-which include how to recognize and respond to infants' feeding cueswere updated.
• Sick babies presented additional challenges to mothers, as they may not present normal hunger cues.
• If a baby is not able to feed from the breast and requires cup feeds, mothers often did not receive adequate counselling around hand expression of milk and how to cup feed.
• Training on care for the small and sick newborn was provided at eight BFHI-trained facilities.
• The MOH and partners should continue to provide training on care for the small and sick newborn to build capacity around this.
9. Give no artificial teats or pacifiers (also called dummies or soothers) to breastfeeding infants.
• During observational visits, no artificial teats or pacifiers were seen in the facilities.
• In recent years, pacifiers and bottles with artificial nipples have become increasingly popular in Malawi, presenting additional challenges around Step 9.
• Support staff were tasked with ensuring that people entering the maternity ward do not have pacifiers or artificial nipples.
• Mothers and caregivers were counselled on the importance of this.
• Although it is easier to control this within the hospital, this remains an issue in the community and will require ongoing education at the hospital and community levels.
10. Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the hospital or clinic.
• More than 1,400 CCG volunteers and village chiefs as well as 275 HSAs trained in BFHI to deliver breastfeeding support and counselling in the community.
• Many districts in Malawi do not have existing community support group structures, such as CCGs.
• CCGs in Dowa were utilized, with 1,408 community volunteers trained on breastfeeding counselling.
• The Government of Malawi is currently championing CCGs nationally.
FIGURE 4 Early initiation of breastfeeding < 1 hr after birth before and after BFHI implementation, by region of Malawi was the revising of country-level BFHI documents to include updated content around PMTCT (WHO, 2010b) . Given the confusion that had existed around infant feeding in HIV-infected mothers prior to the revitalization efforts, these updates to training and BCC materials worked to ensure consistent messaging around this topic.
| Challenges and limitations
Malawi faces understaffing at health facilities and a lack of financial resources (Bradley et al., 2015) . outcomes (Lewycka et al., 2013) . This study showed that women randomized to the women's group with peer health counselling that included breastfeeding promotion and support were at a 2.44 (95% CI [1.49, 3.99]) higher adjusted odds than were those in the control group.
Many districts in Malawi, however, do not have existing community support group structures, such as CCGs, making it difficult to adequately implement Step 10. In programme areas without these structures, health facilities provided mothers with contact information upon discharge from the hospital after childbirth for a community health worker, community nutritionist, or nurse midwife trained on BFHI in their community to speak with if they had questions regarding breastfeeding at home. Although this mechanism ensured that mothers had a resource on breastfeeding in the community, it did not provide ongoing breastfeeding counselling and support. Moreover, though MCSP and the MOH built linkages from the facility to community intensively in Dowa district through engaging CCGs and in other districts through engaging village heads and HSAs, the amount of communities reached and/or volunteers was not tracked.
Although improvements in early initiation of breastfeeding were observed in the Central and Southern regions (Figure 4 ), numerous challenges exist with the quality of DHIS 2 data in Malawi. First, per protocol, early initiation of breastfeeding data is to be entered into the maternity register by the nurse midwife caring for the mother at time of delivery. However, maternity wards in Malawi are chronically overburdened and under-resourced nurse midwives are often challenged with immediately tending to another birth after one mother has given birth (Bradley et al., 2015) . Because of this, data often do not get entered in the maternity register at all or it gets entered incorrectly. This lack of time for data entry that maternity ward staff often face means that data clerks under the MOH often enter these data into the maternity registers. This is problematic given that data clerks are not the ones providing care to mothers and are unable to accurately report the care provided to mothers. It was outside the scope of this programme's resources and activities to train the data clerks on data management, though this is an area for improvement in the future. Another challenge is that early initiation of breastfeeding data requires manual data entry from the maternity registers into DHIS 2.
This added step for data entry brings another vulnerability for errors to be made in the data.
Implemented as part of an integrated health programme, the revitalization and scale-up of BFHI was strengthened by its ability to integrate into other health areas under MCSP, including newborn care, immunization, and family planning at the health facility and community levels. A weakness of these integration activities is the lack of data around how outcomes in nutrition integrated into other health areas were improved through the programme. However, we
showed that BFHI messaging can be successfully integrated into other health areas.
| Lessons learned
In of times a woman is exposed to breastfeeding counselling during ANC visits, a critical time point for facilitating EBF (Kavle, LaCroix, Dau, & Engmann, 2017; MCSP, 2018b; WHO, 2016) . Improving community support through CCGs would serve to create better linkages between the facility and community to support the continuum of care (Perry et al., 2015) .
While breastfeeding is clearly a priority for Malawi, strengthening of its legislation around the Code is needed. Marketing of BMS leads to higher rates of bottle feeding and negatively affects breastfeeding rates (Alfaleh, 2014; Phoutthakeo et al., 2013; Yee & Chin, 2007) .
Enhanced legislation and enforcement of the Code will be critical to maintaining an environment that promotes and protects breastfeeding (WHO, 1981) . 
| CONCLUSION
This paper supports the global evidence that the BFHI positively impacts early initiation of breastfeeding. It also provides a programmatic case study for "how" BFHI can be implemented within the health system and suggests opportunities for integrating with other health areas. Additionally, it underscores challenges with scaling-up BFHI and ensuring its sustainability. To achieve full integration of BFHI into the health system, improved data monitoring and quality, inclusion of BFHI in preservice training for health providers, improved financial investments, and expansion of CCGs and other community volunteer structures to improve breastfeeding support at the community level are of critical importance.
